Introduction
Those involved in any kind of traumawar, floods, earthquakes, hurricanes, fires, and air and train crashestend to have similar reactions afterwards. Symptoms occur both immediately after the event and later, and often these last for years. This kind of reaction to trauma was first described by Kardingerl in 1941 and he called it post-traumatic stress disorder (PTSD). It was found that the best way to alleviate the symptoms was to counsel the victims as soon as possible after the disaster and this has recently been used routinely after disasters of all kinds.
PTSD has been accepted as a legitimate diagnosis in the United States for a number ofyears and is now included in the list of official psychiatric diagnoses (DSM III R). In this country we have been slower to acknowledge it. Sexual assault can produce similar effects and it has been suggested that there is an underlying biological mechanism common to all these disasters.
Mechanism of production of PTSD Extreme fear causes an immediate excitation within the nervous systemthe fear reactionproducing autonomic arousal and over-stimulation of the reticuloendothelial system. This is followed by negative feedback via the opioid and peptidergic systems, all probably orchestrated by the locus ceruleus in the floor of the fourth ventricle2. This feedback can produce the sort of paralysis first noticed in Pavlov's overstressed dogs and later called transmarginal inhibition3. It is suggested that biological as well as psychological and sociological factors contribute to PTSD.
Rape trauma syndrome
In 1974 Burgess and Holmstrom4 gave the name rape trauma syndrome to the symptoms produced after sexual assault. These may occur immediately after the assault or later and are a variety of PTSD. Three factors which may affect the outcome are discussed below: the previous personality of the patients, the type of trauma they are subjected to and the amount of support they received. The way in which the St Mary's Centre in Manchester is offering support to victims is also described. In this paper only female rape is considered although many ofthe factors discussed will be present also in male rape.
Previous personality of the patients Looking first at the personality ofthe patient, is there a victim mentality; does she ask for it? Some of our figures might suggest she does. Thirty-two per cent of our first 715 clients at St Mary's Centre had been assaulted previously, not including cases of incest and sexual assault in childhood. Deller5 in 1981 showed that situational factors increase the likelihood of assault. Her figures from Perth, correlating for age, marital status and population figures, show that the women most at risk were 20-40 year olds who were separated or divorced and 30-40-year-old widows; in other words, women who were likely to be unprotected and lonely and perhaps seeking a social life outside the home.
There is some biological evidence of a victim mentality. Recently, workers studying hemisphere laterality have suggested that the non-dominant hemisphere alerts the body to danger from outside itself and the dominant hemisphere decides what action to take. Some people with mixed laterality have been shown to be susceptible to anxiety and to have an exaggerated startle response and Chemtab and Hameda (unpublished) have suggested that this may make them more susceptible to PTSD2.
Paper read to Section of Clinical Forensic Medicine, 18 February 1987 Type of trauma What is rape? Looking at the type of trauma as affecting the outcome, what is sexual assault? Is it purely a sexual act or is it an aggressive act associated with power, sadism and contempt for the woman?
Looking on it as a sexual act, it has been suggested that the woman leads the man on and he gets carried away, but figures from Philadelphia seem to refute this. Amir6 in 1971 reported that out of 646 police reports 71% ofrapes were planned, 11% were partially planned and only 16% were obviously unpremeditated by the assailant and these were usually part of a felony such as burglary, a situation where the woman is unlikely to lead the man on.
It has been suggested that the woman may become aroused and enjoy it. In fact it has been shown that extreme fear can produce an erection in the male, for example when going into battle. Sarrel and Masters7 in 1982 collected a series of male rapes by females in which the women threatened to castrate the men, causing such terror that they produced erections which the women proceeded to use. Arousal is not so obvious in the woman but may occur in the same way with extreme fear.
Evidence of aggression
Various studies give figures for the use of or threat of violence ranging from 21 to 59%. From our figures of 715 assaults, 37% of assailants used the threat of violence and 11% used knives. During the attack the power element certainly prevails in the eyes ofthose assaulted, who say that the fear of death prevails even over the dread of the sexual attack. Why then does the woman so often not fight back?
In a series from Melbourne in 1983 Scott and Hewitt8 found that 34% of women remained completely passive. There may be two reasons for this: firstly, women are often told by the police and others not to resist: secondly this may be a physiological response similar to that described as transmarginal inhibition, producing a paralysis of activity.
In the Melbourne series 15% of their patients gave verbal resistance and another 13% both verbal and physical resistance. Women are conditioned not to be aggressive but to use verbal persuasion whenever possible.
Symptoms of sexual assault
Both the immediate and long term sequelae of sexual assault can be related to the symptoms of PTSD. The immediate response can be over-excitation resulting in hysteria or of inhibition producing passivity. Lack of response is often misinterpreted as collusion with the assailantifthe woman is not upset then it cannot have been a disturbing event. This passivity often breaks down suddenly hours or days later.
A period of disorganization follows lasting for up to 6 weeks during which the victim is unable to cope with normal living, perhaps due to a depletion of neurotransmitter substances from the neurones.
Long term sequelae
After the first few weeks there is a gradual period of learning to cope with life again followed by resolution and integration of the experience which is probably never complete. There is often a change ofpersonality similar to that described in First World War soldiers after their experiences in the trenches, and more recently in Vietnam veterans9. Guilt and selfdenigration may last for years and have also been described in victims of other types of trauma, for example air crashes when the survivors feel guilty that they are alive and others were killed.
Long term effects can be divided roughly into those due to hyperarousal and over-excitation such as sleep disorders, nightmares, flashbacks etc and inhibition causing depression and severe phobias. There may also be a paralysis of the sexual response. Becker et aL 10 found sexual dysfunction in 58.6% of rape and incest victims and 71% of this appeared to be related to the offence. Problems were found in only 17.2% of controls.
Relation of severity of symptoms to type of trauma
Attempts have been made to relate the severity of the symptoms to the type of trauma experienced. Rachman" listed a number of factors which may influence outcome. These included the sudden onset of intense trauma with no previous warning, a potentially life threatening situation and one which is uncontrolled and unpredictable, all of which criteria usually apply to the rape victim. However, McFarlane'2 found, in a series of fire fighters, that the severity of the disaster played a less significant role in the long term outcome than the previous psychological state ofthe victim, although in the short term it may increase the response.
Amount of support received Immediate support seems to be a factor in alleviating later symptoms. Stewart et al.13 studied a series of patients presenting for help soon after an assault and others presenting later and they found significantly more related distress in the ones not receiving help until later.
It is particularly important for the victims to be supported by those nearest to them, but close friends and relatives often reject them or may only be able to respond for a time until continual demands by the victim wear them down. Scott and Hewitt8 found that victims were rejected by 50% oftheir workmates, 48% of their male partners, 44% of their fathers and even 32% of mothers. Indeed husbands, boyfriends, fathers etc may themselves have problems after the assault and need help; they have been called secondary victims by Bateman'4.
Counselling the victims While nothing can change the previous personality of the patient, or affect the type of trauma they have received, attempts can be made to offer support as soon as possible after the assault.
During the first 6 weeks or so of disorganization they need someone to listen over and over again to their problems without getting impatient as close friends and relatives often do. Rape is a loss rather like death; and it needs to be treated with a period of mourning and grief. This is where helpers are needed who have been trained to be supportive but objective and can help without becoming emotionally involved.
The next phase is a gradual one of learning to cope with life again and practical advice can helpchanging locks, or even changing residence if this is possible and desirable. Many of these women feel unsafe in their own homes especially if this is where the assault occurred (33% of our cases were assaulted in their homes).
Many feel they have lost control of their own lives and they hide away in. fear and shame15. Victims need to be helped to feel they still have worth and to be shown that others do not despise them for something which was not under their control.
The majority of victims recover in 3-4 months following rape16, but some continue to show symptoms for much longer, at least 18 months according to Shapland et al.'7 suffering periods of depression, phobias, sexual problems, etc. They may need specialist help. It is important that counsellors learn to terminate the relationship with their client when this is appropriate and let them take control of their own lives again. They must resist the temptation to try to help with all kinds of problems not arising from the assault.
St Mary's Centre, Manchester
Victims need a mixture of practical and counselling help. Initially, they need to be sure that they have not been damaged physically, that they have not been made pregnant and have not been given a venereal disease, including AIDS. In the past more attention seems to have been paid to the assailants than to those assaulted but at last the needs ofthe victims are being considered. Victim support groups have been formed all over the country to help victims of all types of crime. For victims of sexual assault and rape the police are paying far more attention to offering sympathetic and trained help. In London a number of centres attached to police stations have been opened where skilled counselling can be given.
In Manchester the St Mary's Centre, in St Mary's Hospital was opened in December 1986. It was modelled on similar centres in Australia visited by the author in 19831819. It is run in collaboration with the police; all clients are offered a forensic examination and full medical help is available if needed including STD and pregnancy testing, and the morning after pill if indicated. The clients are encouraged to notify the police if they have not already done so, but there is no coercion. They are, however, asked if the police can be informed about the location of the assault thus helping to prevent further attacks and to produce more accurate statistics.
At the centre there are trained counsellors on call 24 hours a day and they will remain with the woman during the police interrogation, which can take place in the centre. The counsellor offers the client continued counselling for as long as she needs it to overcome problems which can occur later related to the assault. If requested, she will also attend court with the client. This is often a very traumatic part ofthe whole proceedings bringing back all the original emotions and is often, regrettably, delayed by many months.
Counselling sexual assault victims is a very difficult and demanding job; the counsellors shoulder a lot of emotions most of us prefer to forget and in consequence need a lot of support and supervision themselves20. This can come at least in part from each other and the rest of the team via regular case conferences and support groups, although some personal supervision is essential. It has been found in Manchester that it is very difficult to fit all this into the counsellor's already very busy schedule. In addition they have taken an active part in the collection of statistics, obviously essential in a centre which is the first of its kind in the country. It is hoped to use these figures to assess the long term value of counselling these cases although prospective studies are very difficult to carry out on a population reluctant to attend for follow-up visits and who often move frequently2l.
